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The problems of old age pose an unprecedented challenge to health professionals.
The potential of preventive health care to contribute to the wellbeing of the
elderly, to result in economic savings due to caring for a less disabled
population, and to provide a more humane, less technological approach to
medical care, has aroused considerable intercst. Health maintenance of the
elderly, nevertheless remains a complex, controversial and emotional topic.
Fundamental to the successful application of preventive strategies for the elderly
is an understanding of the scope of prevention as it applies to the elderly.

Patterns of disease and functional limitations are related to the demography of
the elderly population. Life expectancy statistics by age, race and sex
demonstrate that after reaching age 65 Americans have considerable mean life
expectancy. For example, 75 year old white women can be cxpected to live a
mean of 12 more years; 75 year old black men can be expected to live a mean of
9 more y<:21rs.4 This remarkable expectation for additional fife emphasizes the

opportunities for disease prevention among the old.

The most common causes of death among individuals over the age of 65 are
heart disecase and cancer with heart disease accounting for nearly half of all
deaths. Cancer deaths are mainly due to colon, breast, uterus, prostate cancer,
and leukemias. Other common Causes of death include injuries, pneumonia,
diabetes, and pulmonary discase.

In 1977, adults 65 years of age and over had 14.5 bed-disability days, and in
1984 15.1 days. Chronic medical conditions are significant contributors to
functional impairment. Common chronic impairments include arthritis,
hypertension, hearing loss, heart disease, vision loss, and diabetes. Recent
reviews emphasize the importance of identifying factors that increase or
decrease the probability of an "impairment” becoming a "handicap".7' Some
common handicaps in the elderly include immobility, inability to dress, inability
to bathe, and inability to use the toilet. An accumulation of handicaps leading
to dependence is a strong predictor of the need for long term care services.

TASKS OF PREVENTIVE HEALTH SERVICES

Effective health maintenance of the clderly requires that a number of tasks be
performed by many sectors of society. Although this paper focusses primarily on
the job of the health care provider; the elderly themselves, their families, and
private and public health systems all contribute to health maintenance.
Adoption of a healthy lifestyle by individuals in middle age could contribute
greatly to health in later years. Successful aging requires life-long self-
development and adaptation to loss. Individuals who plan and respond to
expected and unexpected financial and social stress may be able to avoid the
problems of isolation and depression.
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Families, friends, and other social supporters have the challenge of providing
informal and formal support while respecting the older person’s autonomy.
Over-protection by support interventions that occur prior to real need may
inadvertently encourage dependency and accelerate functional loss.

Government and other purchasers of health services have the responsibility to
find effective preventive health strategies and encourage their application. For
example, Medicare limits payment for preventive health maneuvers, and routine
vision, hearing, and dental examinations. Somer’s has recently emphasized that
selective funding of preventive interventions for the elderly by Medicare may
represent an effective "cost control” strategy for the federal government. Somer’s
has also described the potential of governmental incentives for responsible
consumer health behavior.

Combatting agism is a task that the elderly, their families, health care providers,
and the government share. There remains a widespread belief that people in
their 60’s or 70’s are too old or disabled for effective preventive health care.

In their progress toward a rational and effective preventive approach for
geriatric care, clinicians must clarify the complexities of applying anticipatory
strategies to this age group. In addition strategies addressing the prevention of
specific diseases, health maintenance plans for the elderly should include: a re-
evaluation of the traditional preventive health delivery systems, personalized
health maintenance measures, reduction of iatrogenic problems, addressing the
needs of family caregivers, strategies to enhance functional status, and strategies
to strengthen social supports.

The purpose of this paper is to discuss the guidelines by which preventive health
services should be applied to this older age group; to review clinical trials in
which health maintenance packages have been appiied to the elderly population:
and to provide a guide to potential preventive health maneuvers.

PRINCIPLES OF APPLYING HEALTH MAINTENANCE STRATEGIES TO
THE ELDERLY

Scientific Validation of Maneuvers

Ensuring a sound scientific basis for a E)reventive health intervention has been
addressed in recent years by McKeown!! Cochrane and Hollandlz, Spitzer!3,
Sackett!415 Frame ‘and Carlsonl6,17 and the Canadian Task Force on the
Periodic Health Examination!8.19.

This work has been essential in protecting the healthy population from
iatrogenic insult, preventing unnecessary costs both to the individual and to
society, and to maintain the "scientific integrity” of the professionals concerned.
It has led to careful study of the impact of disease, the efficacy of detection
maneuvers and the quality of evidence supporting the effectiveness of
intervention strategies.

The focus of this work has been on early diagnosis through secondary prevention
or screening.1? Recommendations have also been made in the area of primary
prevention, such as immunizations. Screening includes large public health
programs; for example, checking blood pressure at the senior center. The
combination of several tests as a screening package is referred to as multiphasic
screening. The periodic health examination is when screening occurs as a
preventive health visit in the physicians office. When preventive health services
occur as part of ongoing acute or chronic health care this is referred to as case




finding.20 For example, a 75 year old man presenting with acute bronchitis also
has his blood pressure checked and is given guiac cards to take home to check
for occult blood in the stool.

These strategies focus on the detection of asymptomatic disease. Yet, the
relevance of this work to the elderly is somewhat limited, for it has focussed on
primary and secondary prevention strategies for biomedical disorders in young
populations. This is useful insofar as old age is not a separate period of life but
part of a continuum, and for full effectiveness preventive measures need to start
in childhood and continue throughout adult life. Nevertheless it does not
provide the practicing clinician with a course of action when confronted with
frail, elderly patients.

Personalize Preventive Health Services

The eclderly ar¢ a heterogenous population and their health care must be
personalized. In doing this, the following principles should be considered:

Recognize that Death May be a Legitimate End Point: A patient’s right to
benefit from the developments of medical science is incontestible but at some
point in the {ife cycle, however, a patient has the right to die peacefully and
with dignity. This 1S particularly truc for those suffering from irremediable
disease. Preventive health care of the elderly, therefore, has as its principal goal
not simply the prolongation of life but improvement of the quality of that life.

Minimize Unnecessary Disruption to Life Style: A number of preventive health
measures have the potential for disrupting a patient’s life. Prescribing a low-
sodium Or wcight—reduction diet, or urging the patient to stop smoking are
examples. While these measures have a place in the management of selected
groups of patients, the clinician must appreciate that in old age, when the
chance of prolonging life is limited, the quality of that life is more relevant.
Many patients se¢ restriction of dict or the cessation of smoking .as seriously
affecting what enjoyment they have left in l1ife. These emotional issues
regarding life satisfaction must always be balanced against the theoretical
advantages to health. If independently living clderly so wish, they need not
comply with the prescribed preventive health measures. Institutionalized elderly
are less fortunate and can be prisoners to the zealous application of preventive

strategies.

Respect Patients’ Autonomy: As elderly patients age they become morc frail and
may be at risk living alone. A patient’s family may become sufficiently anxious
about the risk that they try to institutionalize the old person. Despite the
express 2wish of the patient to remain in his own home. The clinician at these
times must respect the patient’s right 10 self-determination. The exception to
this 1s the case¢ of the mentally incompetent patient (although the presence of
dementia does not necessarily imply incompetence).

Time the Intervention Precisely: There is a critical intervention time, Or
vwindow", when the various types of preventive support should be provided. A
patient’s functional status may deteriorate slowly for several years until a crisis
develops, then the patient’s health deteriorates rapidly. 1If support is provided
too late, institutionalization is often the outcomc. If it is provided too early, 1t
fosters dependency, wastes resources, is costly, and 1is considered by many

patients to be an intrusion on their privacy.

Minimize latrogenic Insult






















































